Confusion is engendered by including in discussions about residual sentience and the electroencephalogram a wide variety of different neurological conditions, ranging from the vegetative state to physiological sleep, and including such diverse entities as experiences during the induction of anaesthesia in a normal person and the locked-in syndrome in a fully conscious individual. The electroencephalographic correlates of such a miscellany will, of course, range from "electrocerebral silence" to normal activity.
The question is sometimes asked whether the small part of the reticular formation situated rostral to the brain stem proper could generate anything remotely resembling a capacity for consciousness ? There is no anatomical basis for such an assumption. Current concepts of the reticular formation still emphasise the primacy of the brain stem nuclei. The reticular formation of the thalamus has purely internal connections.'6 It has an important gating role,'7 but there is nothing to suggest that it has global cerebral projections, as does the reticular formation of the brain stem.
I do not believe there could be residual sentience above a dead brain stem. But I would ask those who disagree-and who want to be logical about the conclusions to be drawn from their premises-to face up to the scenario of a patient with a dead brain stem, doomed to asystole within a few days, yet showing remnants of electroencephalographic activity (which they equate with residual sentience). Can they conceive of a greater hell than an isolated sentience, aware of its precarious existence, and with no means of expression ? Would they anaesthetise such a preparation ? Or just sedate it ? And might not this further depression of cerebral function, in a patient already in "coma depasse," prove to be the last straw ?
The problem has, of course, fascinated physiologists and philosophers for generations. With appropriate corrections of time scale it is the problem of what happens, for a few seconds, in a decapitated head. The following limerick, which could have been written by one of the tricoteuses sitting at the foot of the guillotine in Paris in 1793, puts the forbidden question:
We knit on, too blasees to ask it: "Could the tetraparesis just mask it ?
When the brain stem is dead Can the cortex be said to tick on, in the head, in the basket ?"
The cultural argument Electroencephalograms are nevertheless still widely resorted to in the USA in the diagnosis of brain death. Few people are prepared to discuss the cultural (rather than neurological) dimensions of this addiction. Our American colleagues practise in a litigious atmosphere in which "a climate of general public unease about brain death exists, partly engendered by sensational fiction."'18 For good or ill, instrumental medicine has taken giant steps forward-often evicting good clinical practice in its wake. Many American jurors have a touchingly naive faith in the supremacy of machines such as the electroencephalograph, do not realise that there is at least a 300 variance in the reading of such records,9 and are blissfully unaware of the problems of obtaining artefact-free traces at high amplification.
Leading neurologists in the USA readily endorse these BRITISH MEDICAL JOURNAL VOLUME 286 22 JANUARY 1983 0 doubts about the scientific relevance of the ejectroencephalogram and emphasise that in the "less legally demanding" conditions of the UK "it is doubtful that the experienced physician needs the electroencephalogram to tell him that the brain is dead."19 But, as an American colleague wrote to me, they "have to protect the young people who are educated with them against the malevolent ravages of opportunistic lawyers." They lived "in a climate where physicians have been brought to court as potential murderers for having killed an already dead patient." Physicians resorted to electroencephalograms "to save a great deal of later polemical accusation." It was suggested in the Panorama TV programme on brain death (13 October 1980) , and is still believed in the USA,20 that our reluctance in the UK to use the electroencephalogram for diagnosing brain death is due to the paucity of such machines in our hospitals. Economics, it was claimed, was a consideration in formulating our code. The paucity of machines is admitted but the implication is unwarranted. As the question of economics has been raised, let me say that I believe it to be relevant to the continued advocacy of instrumental diagnosis in the USA. Vested interests should be openly declared. They rarely are, in either verbal or written discussions on the use of electroencephalography in the diagnosis of death.
Conclusions
Modern technology, in its desperate attempts to save human life, has produced an entity widely known as brain death. It has also generated a conceptual crisis: that of knowing-at the simplest, bedside level-whether a patient is alive or dead.
I have argued that the conceptual challenge can, and should, be met. We must evolve a concept of death that is in keeping with the cultural context of our age and which would in practice enable us to steer a course between "treating the putrefying body as if it were alive, and treating patients who are mentally retarded as if they were dead."'21 The recognition of a dead brain stem is the first step along such a course. In these articles I have sought to show how such a state can be identified clinically and how it relates to an overall concept of death.
The lay public, however, is not on the whole interested in physiological argument about the reticular formation, or in philosophical controversies about the nature of death. People are concerned that their kidneys should not be removed while they are comatose from treatable conditions. The A book of the ABC of Brain Stem Death, including some additional material on the neurological controversies, will be published on 24 January.
Introduction
The results of several studies have shown that even without treatment patients who have a raised blood pressure at one visit usually have a lower pressure at follow-up visits.1-3 This has been attributed to several factors, in particular regression to the mean and habituation to the method of measurement. In trials of treatment the placebo effect may also operate in a control group of patients who take an inert substance. Evidence from the Medical Research Council's pilot trial, however, has shown that in a control group of patients taking nothing the reduction in blood pressure equals that of a group taking a placebo.4
The practical importance of this fall in blood pressure without treatment is that it is necessary to measure the blood pressure more than once before identifying a patient as hypertensive and requiring treatment. It is not clear, however, how best to follow up these patients. There has been little investigation into whether the number of measurements or the time period over which they
